4-7 per 1000 adult population cases annually.' Guidelines for the identification and management of the more seriously ill patients have been published which include criteria for admission to intensive care and the institution of ventilatory support. 2 We report three cases who fulfilled these criteria and were given ventilatory support with continuous positive airway pressure (CPAP) via a face mask rather than intermittent positive pressure ventilation (IPPV), and comment on the advantages and potential disadvantages of this system. Abstract Three cases of severe community acquired pneumonia requiring ventilatory support are presented. Continuous positive airway pressure (CPAP) applied via a tightly fitting face mask was used and was successful in two cases; the third required intermittent positive pressure ventilation. More extensive use of CPAP in these circumstances should be considered. (Thorax 1993; 48:1280 -1281 Community acquired pneumonia remains a common cause of morbidity and mortality in this country with an estimated incidence of Following 12 and 18 hours of CPAP respectively, cases 1 and 2 went on to make a full recovery. Case 3 developed the adult respiratory distress syndrome and required IPPV for nine days before making a full recovery.
The CPAP face mask was well tolerated by all patients and no patient developed carbon dioxide retention.
Despite the investigations detailed above, the organism responsible was only determined in case 2, Streptococcus pneumoniae being cultured from the sputum.
Discussion
Continuous positive airway pressure provided effective ventilatory support in our patients suffering from severe community acquired pneumonia, improving both symptoms and hypoxia thereby allowing time for antimicrobial treatment to effect a clinical improvement and for recovery to occur. That this was not sustained in one case was due to the development of a recognised complication of community acquired pneumonia and subsequent deterioration in pulmonary function.
Continuous positive airvay pressure in community acquired pneumonia
The mechanisms by which hypoxaemia is produced in severe community acquired pneumonia include anatomical shunting and ventilation/perfusion mismatch.3 There is also a reduction in thoracic compliance and subsequent increase in respiratory work leading to fatigue.4 Continuous positive airway pressure improves oxygenation by increasing pulmonary pressure throughout the respiratory cycle, thereby increasing lung volume.5 This has the effect of decreasing the anatomical shunt and improving ventilation/perfusion matching; as compliance is raised the work of breathing is reduced. The use of CPAP delivered by face mask, if successful, avoids endotracheal intubation and IPPV with its associated risks including cardiovascular depression, barotrauma, and increased susceptibility to nosocomial infection." If, however, CPAP is not effective we emphasise that IPPV should be instituted without delay, and would recommend that CPAP only be administered under close medical supervision where this facility is immediately available.
The greatest potential complication of CPAP is the aspiration of gastric contents, so patients in whom its use is being considered must be orientated, cooperative, and not suffering from nausea or vomiting.9
Although CPAP is well recognised and used as an adjunct to treatment in Pneumocystis carinii pneumonia,'0 this does not appear to be the case for community acquired pneumonia where the potential for rapid resolution and recovery are greater. We suggest that greater consideration is given to this form of ventilatory support in patients with deteriorating pulmonary function meeting the above criteria.
